
Cholera in Canada
To the editor: I read with interest the
recent articles on cholera in the Jour-
nal (Can Med Assoc J 115: 377, 393,
397, 401; 1976) but was surprised to
find that the case of cholera in King-
ston, Ont. was described as the "first
case of cholera to be diagnosed in Can-
ada". Unfortunately, I have no access
to facilities for a proper search of
relevant literature but MacDermot1
referred to epidemics of cholera in
Montreal in 1831, with 4000 deaths,
1834 and 1849. Jenkins2 described at-
tempts, again in Montreal, to prevent
cholera from spreading in the summer
of 1833, when 1904 of 4420 patients
who had cholera died. He also men-
tioned a smaller epidemic in 1854.

Cholera, therefore, was a serious
problem in Canada in the 19th century.

It is a compliment to present-day
sanitation and public health that a sin-
gle case of cholera in Kingston, Ont.
merits three articles!
FRANCES T. LESTER, MD, M PHIL, MRCP[UK]

Department of medicine
Yekatit 12 )Iospital

P0 Box 30432
Addis Ababa, Ethiopia

To the editor: Dr. Lester is correct in
stating that the case of cholera reported
in the Journal was not the first case
to be diagnosed in Canada. In my
editorial I should have said the first
recent case. Cholera, together with
other major endemic diseases such as
malaria, typhus and smallpox, was a
major cause of illness and death in
Canada in the 19th century.
The first recorded cholera pandemic

was in 1817 and was confined to Asia
and parts of Africa. The second pan-
demic started in 1826 in India and by
1832 had spread all over Europe.
Cholera reached Canada in 1831 as a
ship-borne disease and continued to
cause outbreaks in Quebec and Mon-
treal for several years. The worst out-
break was in 1833 in Montreal.
The third pandemic started in 1846,

and for the next 60 years or so cholera
continued to be a problem in North
America - partly because of a high
rate of immigration of poor, often
starving, Europeans, travelling in over-
crowded ships with the lowest stand-
ards of sanitation.

Classic rice-water stools and tre-
mendous fluid loss, coupled with the
high mortality, made differential diag-
nosis relatively easy prior to the estab-
lishment of microbiologic confirmation.
Koch demonstrated the cholera vibrio
in 1883-84 and by 1900 microbiologic
confirmation of outbreaks was com-
mon.

I thank Dr. D.H. Starkey for providing
me with some of the historical data and
Dr. Lester for drawing my attention to

the history of my own hospital.1

S.K.K. SEAH, MD
Montreal General Hospital

1650 Cedar Ave.
Montreal, PQ
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Intravesical knotting of a urethral
"catheter"
To the editor: Foreign bodies removed
from various body orifices have often
been bizarre, but intravesical knotting
of a plastic tube introduced through
the urethra by a patient has been re-
ported only once - by Amar in this
journal in 1969.1 I recently encount-
ered a similar case.

A 59-year-old man was seen in the
emergency department with a short length
of black rubber tube protruding from his
external urethral meatus. He claimed he
had inserted the tube, the insulating layer
of an electric cable, 24 hours earlier to
relieve an episode of acute urinary reten-
tion and had been unable to remove it sub-
sequently when he obtained relief.
A similar episode of retention 6 months

prior to this admission had been treated
by a general practitioner by catheteriza-
tion. The patient's subsequent minimal
symptoms of prostatism had not been
deemed worthy of further investigation.

Physical examination revealed no ab-
normality apart from the presence of the
tube; the patient's prostate was of normal
size. Attempts to remove the tube by trac-
tion were painful and unsuccessful, so a
radiograph of the bladder was taken (Fig.
1); this revealed a knot in the tube, which
was impacted in the prostatic urethra.
A general anesthetic was administered

and the tube removed by firm traction.
It proved to be 22 cm long with an
external diameter of 4 mm. A Foley cath-
eter was inserted; when this was removed
48 hours later the patient was able to
micturate satisfactorily. A subsequent in-
travenous urogram revealed minimal resid-

FIG. 1-Knoffed tube impacted in pros-
tatic urethra.

ual urine following micturition. The
patient is at present under outpatient
observation.

Case reports of urethral and intra-
vesical foreign bodies abound in the
literature.2 Although Campbell3 as-
serted that sexual aberration is common
in the patients and that autoeroticism
is fundamental, this patient claimed
merely reluctance to disturb his doctor.
I thank Mr. G.S. Makin for permission to
report this case.

P.N. ROBERTS, MB, FRCS
Surgical registrar

The General Hospital
Nottingham, England
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Hyperglycemia-induced
hyponatremia
To the editor: I have a few comments
about the interesting paper on hypo-
natremia produced by hyperglycemia
by Roscoe and colleagues (Can Med
Assoc J 112: 452, 1975).
The authors' calculations are per-

tinent to the stage of development of
hyperglycemia. However, in clinical
practice one is usually faced with the
stage of correction of hyperglycemia.
During this stage exogenous insulin is
available and glucose is taken up by
"insulin-sensitive" as well as "insulin-
insensitive" tissues. If a fraction of the
glucose entering insulin-sensitive tissues
remains osmotically active the magni-
tude of the osmotic water shift should
be affected.

For example, in the authors' hypo-
thetical patient (plasma glucose con-
centration, 986 mg/dl; serum sodium
concentration, 128 mmol/ 1; extracellu-
lar fluid [ECFI volume, 15.27 1; intra-
cellular fluid volume in insulin-insen-
sitive tissues [ICF.] plus ECF, 20.08 1;
and ICF volume in insulin-sensitive
tissues [ICFsI, 19.97 1) if 100 out of
1000 mOsm of glucose disappearing
from the ECF space remain osmotically
active in the ICF' space, the total os-
molar content of the body will be
12070 mOsm (12970 - 900); body
fluid osmolarity, 287.4 mOsm/l (12 070
+ 42); ICP osmolar content, 6267
mOsm (6167 + 100); ICF' volume,
21.81 1 (6267 + 287.4); fluid shift,
1.84 1 (21.81 - 19.97); ICF' plus ECF,
18.24 1 (20.08 - 1.84); part of fluid
shift coming from ECF space, 1.40 1
(1.84 x 15.27 + 20.08); final ECF
volume, 13.87 1 (15.27 - 1.40); final
sodium concentration, 141.3 mmol/ 1
(1960 + 13.87); and final plasma glu-
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cose concentration, 5.55 mOsm/l
(101.3 + 18.24) or 100 mg/dl. Thus
the serum sodium concentration would
increase 1.5 mmol/ 1 for every 100
mg/dl decrease in blood glucose con-
centration; the metabolic correction
factor would thus be -1.5 mmol/l so-
dium per 100 mg/dl glucose.

If in the same example 500 rather
than 100 out of 1000 mOsm of glu-
cose lost from the ECF space remained
osmotically active in the ICF8 space
the metabolic correction factor would
be -2.37 mmol/l sodium per 100
mg/dl glucose.
One should also consider that cor-

rection of hyperglycemia creates forces
favouring passive sodium entry into the
cells. The effect of this on the meta-
bolic correction factor should be op-
posite to the effect of glucose entry -
that is, the larger the rate of intracellu-
lar sodium entry, the smaller the ab-
solute value of the metabolic correc-
tion factor.

In our study of four anuric hyper-
glycemic patients (paper submitted for
publication) the metabolic correction
factor in each patient was close to that
predicted by Katz' - 1.6 mmol/l
sodium per 100 mg/dl glucose. I be-
lieve that during correction of hyper-
glycemia net solute shifts between
ECF and ICF space either are insigni-
ficant or offset each other in terms of
their effect on the ECF solute ratio. I
also believe that the use of a correction
factor of 1.6 to predict final serum
sodium concentration will be proven
correct in most hyperglycemic patients.

ANTONIOS H. TZAMALOUKAS, MD
Department of medicine

University of New Mexico
school of medicine
Albuquerque, NM
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Psychotropic drug use
among women
To the editor: In her article "Psycho-
tropic drug use among women" (Can
Med Assoc J 115: 760, 1976) R.
Cooperstock confirms the well known
statistic that there are two women for
every man who comes to us for psy-
chiatric support. Considering the frus-
trations modern women are faced with
it is surprising that the ratio is not
much higher. In the past women had
a well defined role in society -
motherhood. From the time they mar-
ried until menopause intervened they
could, and did, have unlimited babies,
an activity sentimentally rewarded by
the establishment of Mother's Day.

Three things brought a halt to this

reckless fecundity: (1) the introduction
and availability of effective methods of
birth control, (2) the growing menace
of population explosion and (3) the in-
creased difficulty in raising and edu-
cating more than a "nuclear family"
due to inflation. As a result, the mod-
ern young woman, with her two chil-
dren safe in kindergarten, finds herself
all dressed up with nowhere to go. En-
tombed in an empty house and re-
stricted to such unpaid menial tasks
as making beds, cooking meals and
pushing a vacuum cleaner, the woman's
life seems aimless and lacking in the
satisfaction her husband and brother
are achieving in the outside world. This
is especially true if, as is often the
case, she is a college graduate. She
usually begins to have symptoms and
therefore comes to us for the succour
of capsule and shock.
As a gynecologist I encountered

quite a number of young women with
pains and aches between the umbilicus
and pubic hairs who gave the impres-
sion that they were leading lives of
"quiet desperation". Many had had
operations by witless surgeons. All
were taking drugs. The only therapy
I found of curative value was to get
them interested in some activity that
provided the satisfaction lacking in
their lives. I often had to urge them
to break out of their domestic prisons
and find paying jobs rather than spend
their time doing the family wash and
keeping the toilet-bowl clean. Ms.
Cooperstock seems to agree with this
therapy: "Contemporary women filling
numerous roles have somewhat less
illness and take fewer tranquillizers
and sleeping medications than women
filling the 'traditional' female role of
housewife."

Occasionally this seemed to work
the sort of miracle Jimmy Carter would
describe as being "born again", but
women found the outside world some-
what unfriendly. They were received
largely because the market needed
them but they were still in effect sec-
ond-class citizens. The jobs they filled
were usually well down the prestige
ladder and the pay was less than men's
for doing the same work. While women
did get a whiff of freedom and a sense
of contributing, their lives were still
orchestrated by the "male mystique".

I think it can safely be said that un-
til women find themselves more equit-
ably placed in the working world and
they cease to be regarded, by them-
selves and others, as second-class
citizens, the ratio of women to men
seeking emotional props from our pro-
fession will remain unchanged from
its present 2:1.

H.B. ATLEE, MD
5770 Spring Garden Rd.

Halifax, N5
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